
Central Illinois Natural Health Clinic Pediatric Registration & History Questionnaire 
 
   

1. Patient Information 
 

Patient Name:  Birthdate:  
  (Circle one) Gender: M   F 

Home Address  City  State/Zip  
 

Parent/Guardian Name:  IN EVENT OF EMERGENCY     

Cell Phone:  Name:  Relationship:  
Home/Other Phone:  Home Phone  Work Phone:  
  Who is your Medical Dr.?  Phone:  
 

School Grade:  School Name:  Handedness   Left    Right 
 

Please briefly describe the reason for your visit: 
 
 
 

2. Referral Information 
How did you hear about our office? (please check one of the following) 

 Patient ___________________   Dr._______________       Website_____________________   
 Sign       Newspaper           Other __________________________    

 
 

3. Birth History 
 

Lbs  Weeks   Full Term    Preterm 
 

 Vaginal     C- section        Reason for C-section  
 

Medication during Pregnancy    None    Prenatal Vitamins  Other – Please name:  
 
 

4. Mom’s Pregnancy Postnatal Complications 
 Uncomplicated  None 
 Early Labor  Jaundice 
 Hyper emesis (excessive vomiting)  Respiratory 
 Bleeding  Cardiac 
Diabetes  Infections 
Thyroid Problems  Gastrointestinal 
Pre-eclampsia  Hospitalized, How Long? ____________________ 

 
 

5. Developmental History Rolled over at _________ Walked at __________ Sat at __________ Talked at __________ 
 Has (s)he stopped or had regression of speech  Yes   No    
 
 

6.                  Medications Allergies Vitamins / Herbs / Supplements 
   
   
   
 
 

7. Academic Performance 
 

 Excellent         Average        Poor        Not applicable  
Which areas are difficult?  
 
 
 
 
 
 



 
 

8. Medical History 
Abnormal Movements:   None   Excessive Turning   Hand Flapping Ear Infection:    Many   Rarely  None 

 Aggressiveness   Eczema 
 Allergies:______________________________________________   Encephalitis 
 Asthma   Head Injuries 
 Bed wetting   Headaches 
 Breath holding spells    Measles 
 Chicken Pox   Meningitis 
 Colic   Passing out 
 Constipation Seizures:    With fever   Without fever 
 Dehydration   Stuttering 
 Diarrhea   Vision 

How is his/her play?   Appropriate        Inappropriate  
How does he/she interact with other children?   Very Well   Average   Poorly 
Sleep Pattern:  Normal     Difficulty falling asleep   Frequent waking     Nightmares     Night terrors   Other:_____________ 
Previous accidents, injuries, and hospitalizations(please include dates):____________________________________________________ 
________________________________________________________________________________________________________________ 
 
Other:___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
 

9. Immunizations Check () immunizations given and circle how far in the series. 
 HIB       2mo       4mo       6mo       12-15mo 
 Diphtheria        Pertussis        Tetanus       2mo       4mo       6mo     6-18mo       4-6yrs     11yrs(tetanus only 
 Pneumococcal       2mo       4mo       6mo       12-15mo 
 Measles        Mumps        Rubella 12-14mo       4-6yrs 
 Hep B       birth to 2mo       1-4mo       6-18mo 
 Varicella (12mo) 
 Polio OPV or IPV       2mo       4mo       6-18mo       4-6yrs 

 
 
 
* Would you like to receive our email appointment reminders?  Yes  No  
  E-mail Address:              
 
 
 

 I understand the above information and guarantee this form was completed correctly to the best of my 
knowledge and understand it is my responsibility to inform this office of any changes to the information I 
have provided. 

 
 
 
 
 
 
 
Parent/Guardian 
Signature 

 

 
 
 
 
 
Date 

 

 
 
 
 



 

 

Central Illinois Natural Health Clinic, Ltd. 
800 Oak Street, Danville, IL 61832 

309 W. Clark Street, Champaign, IL 61801 
(217) 443-4372 

 
CHIROPRACTIC AND NATUROPATHIC MEDICINE 

INFORMED CONSENT FOR TREATMENT 
 

Please read this entire section prior to signing. It is important that you understand the information contained 
in this section. If anything is unclear, please ask questions before you sign.  
DO NOT SIGN THIS CONSENT TO BE TREATED UNTIL YOU HAVE READ, UNDERSTOOD AND 
ASKED ANY QUESTIONS YOU MAY HAVE! 
 
I hereby authorize Andrew R. Peters, DC, ND and/or other licensed Doctors of Chiropractic, Physicians, or 
qualified support staff of Central Illinois Natural Health Clinic, Ltd., to perform procedures as necessary to 
facilitate my diagnosis and treatment, including: 
 
Common diagnostic procedures: physical examination, venipuncture, laboratory testing. 
Naturopathic Therapies: therapeutic nutrition; botanical (herbal) medicine; lifestyle counseling. 
Chiropractic Therapies:  chiropractic joint manipulation, soft tissue manipulation (Neurostructural 
Integration Technique), stretching, therapeutic exercise 
 
Potential risks of naturopathic therapies include, but are not limited to:  allergic reactions to prescribed herbs 
and supplements, side effects of natural medications, inconvenience of lifestyle changes, bruising from 
venipuncture.   
Potential risks of chiropractic therapies include, but are not limited to:  fracture, disc injury, dislocation, 
sprain/strain. These complications are generally described as rare. 

 Manipulation of the neck has been associated with injuries to the arteries in the neck leading to or 
contributing to serious complications including stroke. The incidences of stroke are exceedingly rare 
and are estimated to occur in less than one in a million neck adjustments. 

 
With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been 
given to me by Central Illinois Natural Health Clinic, Ltd., or any of its personnel regarding cure or 
improvement of my condition.  I understand that I am free to withdraw my consent and to discontinue 
participation in these procedures at any time.  
 
_____________________________________________  _____________________________________ 
Patient/Guardian Signature     Date 
 
_____________________________________________  _____________________________________ 
Patient/Guardian Name Printed    Relationship to Patient 
 
 
I have addressed any questions regarding consent to treat: _____________________________________ 
        Doctor Signature 
 



 

 

 
Central Illinois Natural Health Clinic 

 800 Oak Street, Danville IL, 61832  309 W. Clark Street, Champaign, IL 61820 
 (217) 443-4372 

Financial Policy 
Thank you for choosing us as your health care provider.  We are committed to the success of your treatment. If at any 
time you have questions regarding any treatment, fee, or service, please discuss them with us promptly and frankly.   
 

INSURANCE 
As a courtesy to you, we will bill your insurance carrier for you.  All co-payments, deductibles, and payments for 
supplements, supports, and other “non-covered” services are due at time of service.  Payments may be made by 
cash, check, Visa, MasterCard, or Discover. Returned checks will be charged a $25 fee (in accordance with 810 ILCS 
5/3-806).  If you are unable to pay in full, it is your responsibility to contact our billing department to set up an 
agreeable payment plan.  Your insurance policy is a contract between you and your insurance company.  We are not a 
party to that contract.  
When possible, we will call to verify benefits on your insurance.  However, the benefits quoted to us by your insurance 
company are not a guarantee of payment.   
 

INJURIES/ACCIDENTS INVOLVING LITIGATION 
We will make every effort to recover our fees from all available sources, including your health insurance and any med-
pay benefits that are available on your auto insurance policy.  We will then wait to collect any unpaid balances until 
after a settlement is reached.  It must be understood, however, that the payment of the balance is ultimately your 
responsibility. 
 

WORKER’S COMPENSATION 
Our office will file worker’s compensation claims.  It is your responsibility to contact your employer to establish a 
worker’s compensation claim.  If the claim is denied, we will bill your personal health insurance carrier.  If the claim is 
unsettled or unpaid within 90 days, you will receive a statement from our office. 
 
SPECIALTY LABS 
Certain lab tests that we may order for you are not usually covered by insurance; therefore, we do not bill these tests 
to insurance, and ask that you pay for them either directly to the lab, or through our office. We will be happy to provide 
you with a receipt for any such tests that you may submit to your insurance company on your own. 
 
PATIENTS WITHOUT INSURANCE 
We request that 100% of the first visit be paid at the time of the visit.  On other visits, payment may be made at the end 
of the week if you sign a credit guarantee form.  We are happy to accept your check, Master Card, Visa, or Discover. 
 

MINOR PATIENTS 
An adult must accompany the minor at the time of the first visit.  The adult accompanying the minor is responsible for 
payment of the account. 
 

MEDICARE PARTICIPANTS 
We accept assignment from Medicare.  The check is usually sent directly to our office in payment of the services that 
Medicare will cover, which for Chiropractors is ONLY manual manipulation of the spine.  Medicare pays 80% of the 
allowable fee once the deductible has been met.  You are required to pay the deductible and the remaining 20%, as 
well as any non-covered services (exams, labs, supplies, etc.).  Our office completes and files the forms for Medicare 
at no charge.   
 



 

 

SECONDARY INSURANCE 
Please inform us of any secondary insurance you may have.  We will assist you if you need help in filing. 
 
MEDICAL RECORDS 
You have the right to a copy of your medical records. Electronic copies are free of charge, per the 21st Century Cures 
Act. The fee for a paper copy is a $28.44 handling charge, plus $1.07/page for the first 25 pages, plus $0.71/page for 
pages 26-50, plus $0.36/page thereafter (735 ILCS 5/8-2006). 
 
MISSED APPOINTMENTS 
We require 24 hours notice for cancellation of all appointments.  There will be a $25 charge to the patient for all 
appointments that are missed and not canceled. 
 
Notice of Privacy Practices: Acknowledgement of Receipt 
We keep a record of the health care services we provide you. You may ask to see and copy that record. You may also 
ask to correct that record. We will not disclose your record to others unless you direct us to do so or unless the law 
authorizes or compels us to do so. You may see your record or get more information about it by contacting the privacy 
officer. Our Notice of Privacy Practices describes in more detail how your health information may be used and 
disclosed, and how you can access your information. 
 
ASSIGNMENT AND RELEASE 
I certify that I, and/or my dependent(s), have insurance coverage with __________________________________ and assign 
directly to Central Illinois Natural Health Clinic, Ltd. all insurance benefits.  I understand that I am financially 
responsible for all charges whether or not paid by insurance.  I also authorize Central Illinois Natural Health Clinic, 
Ltd. or insurance company to release any information required in order to process my claims. 
 

I have read and understand the Financial Policy of the Central Illinois Natural Health Clinic, Ltd.  I understand that I 
am ultimately responsible for the payment of any services or products received at this office.  I also understand that I 
will be responsible for any fees related to collecting my unpaid balance, including a 40% collection agency fee, and/or 
reasonable attorney fees.  By my signature below I also acknowledge receipt of the Notice of Privacy Practices. 
 
Signed_________________________________________   Date____________________________________ 
 
(Parent or Guardian if patient is under 18 years of age)  
 
Patient’s Name (printed) ______________________________________________ 
 
CINHC Representative Signature: ____________________________________ Date: _______________ 
 

Patient has or will receive a copy of Notice of Privacy Practice.  
This form will be retained in your medical record. 



 

Central Illinois Natural Health Clinic 800 Oak St.  Danville, IL 61832 (217) 443-4372 
 

 

 
 

Central Illinois Natural Health Clinic, Ltd. 
Dr. Andrew R. Peters, DC, ND 

800 Oak Street Danville, IL 61832 
309 W. Clark St., Champaign, IL 61820 

Phone: 217-443-4372 
Fax: 217-443-0452 

 
 

Authorization for the Release of Medical Records 
 

 
This authorization will be effective for six months after the date signed, unless canceled in writing. I 
understand that the cancellation will have no effect on information released prior to receiving the 
cancellation.  A copy of this authorization is as valid as the original. 
 

Patient Name (please print)  
Patient Date of Birth  
Patient Address  
City/State/Zip  
 
 
 
Signature of Parent or Legal Representative/Relationship  Date:  
 
If signing for a minor patient, I hereby state that my parental rights have not been revoked by a court 
of law. 
 
Notice to recipient of information:  This information has been disclosed to you from confidential 
records, which are protected by law.  Unless you have further authorization, laws may prohibit you 
from making any further disclosures of this information without the specific written consent of the 
patient or legal representative. 
 


